• Therapeutic landscape
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The natural environment has often been framed as health promoting, especially for people who 24 experience physical or mental ill-health (Hartig and Staats, 2006; Kaplan, 1995; Ulrich, 1984) . One way 25 in which researchers have sought to understand the inter-relationships between people, place and 26 health is through the concept of therapeutic landscapes. First posited by Gesler (1992: 743) the 27 concept focuses on "how the healing process works itself out in places (or situations, locales, settings 28 and milieus)". Since Gesler's (1992) initial work, numerous geographers, particularly those working in 29 the sub-disciplinary field of health, have drawn on his ideas to tease out the therapeutic effects of a 30 wide range of landscapes e from landscapes that are highly individual and unique to those that are 31 more ubiquitous such as built and urban landscape (e.g. Curtis et al., 2013; Masuda and 32 Crabtree, 2010; Williams, 2010) . Importantly for this article, significant weight has been 33 attached to understanding the potential healing, or health enhancement ef-fects, of the 34 natural landscape. A growing body of knowledge within both health geography and 35 environmental psychology highlights the positive and restorative effects of being in, or 36 engaging with, the natural environment. Work here, for example, has considered the 37 relational health effects of natural landscapes with varying groups of people ranging from: 38 young adults; older people; those seeking respite; the terminally ill; those in recovery from 39 agricultural production. In this article, we focus on the 'everyday lives of the rural' which has 149 been identified as one of the key facets of rurality (Halfacree, 2006: 51 
2013). Even the environment that is classified as rural in the Netherlands can be relatively 159
densely populated, with areas being designated as rural if they have an address density of 160 fewer than 500 people per square kilometer1 (CBS, 2015) . Importantly, 99.6 percent of rural 161 dwellers in the Netherlands are still able to reach a first aid post in a hospital within a 30 min 162 drive and 53.7 percent are able to reach a hospital within a 10 min drive (RIVM, 2014) . This 163 means that even for those areas defined as rural, acute care is never really that far away. 164
However, in a broader context dominated by neoliberal imperatives, health care services 165 (particularly in rural areas) are typically being reduced and concentrated (Chouinard and 166 Crooks, 2008; England et al., 2007) . In the Dutch context, austerity measures and cutbacks 167 have led to a concentration of health services in areas of higher population density, resulting 168 in the demise of local village-based services (RIVM, 2014; Gijsen and Poos, 2013) . In their 169 stead, healthcare providers, such as general practitioners, physio-therapists, dentists, 170 psychologists, social workers, occupational therapists, as well as surgeons undertaking minor 171 operations previously carried out their duties in local hospitals. However, today they are 172 typically concentrated in larger regional centers. Financial cutbacks are also placing pressure 173 on rehabilitation centers to shorten the duration of expensive in-patient rehabilitation 174 services. The focus is on delivering post discharge care and treatment at home, by a 175 specialized team, as early as possible (see, for example, Mas and Inzitari, 2015; Nanninga et 176 al., 2015b). Although these services are potentially enabling for rural dwellers who require 177 them, service concentration is based on the premise that rural dwellers can secure access to 178 them (see Goins et al., 2005) . 179
Understanding how service concentration is impacting on the lives of rural stroke survivors 180 may be an important aspect of their spatial experience post-stroke. 181 182
Methodology 183
This article is part of a larger qualitative study on stroke survivors' experiences of the 184 transition from the rehabilitation unit to the home-setting. Our methodology is informed by 185 approaches to the geographies of disability (Chouinard, 2010; Imrie and Edwards, 2007) . That 186 is, we undertook qualitative in-depth interviews designed to give voice to stroke survivors, to 187 understand their experiences over time, and to increase insight into the diversity of their 188 experiences. 189
The sample of participants for the larger study included stroke survivors living in both urban 190 and rural areas. However, given the neo-liberal imperatives discussed above, we were 191 particularly interested in the experiences of rural dwelling stroke survivors. Hence, in this 192 article, we draw specifically on data collected with those stroke survivors who were living in 193 rural areas in the North of the Netherlands pre-stroke. The data are drawn from semi-194 structured in-depth interviews with 19 stroke survivors, collected in two separate phases. In 195 the first phase (2010e2011), thirteen participants (1e13 , Table 1 ) were approached as a 196 follow-up after they had completed a survey and indicated they were willing to participate in 197 11 an in-depth interview. Subsequently, in 2011 and 2012, six participants (14e19 , Table 1) were 198 interviewed twice, once in the rehabilitation unit and once at home. Participants were 199 recruited by the third author, who was working as a physiotherapist at the stroke 200 rehabilitation unit at the time. All in-depth interviews were conducted at a time and location 201 that was convenient for the participants, and in the presence of a 'significant other' such as 202 a partner or a sibling. During the interviews, the participants were asked to reflect on their 203 current bodies and (expectations about) their lives in the rehabilitation unit, at home and in 204 the community, and to comment on differences in their daily lives pre-and post-stroke. 205
Overall, the interview guides in both phases covered the same questions; however, our 206 learning experiences and the inductive inferences emerging from the first set of interviews 207 were used to refine the questions in the second set of interviews and opened new paths of 208
inquiry. 209
All interviewees underwent multidisciplinary treatment in the same rehabilitation stroke unit 210 for at least one month, and all returned home afterwards. Since we recruited participants 211 through the rehabilitation unit, our sample consists of participants who had suffered a 212 moderate to severe stroke and were relatively young. Older and fragile stroke survivors more 213 often undertake rehabilitation in a nursing home setting, and survivors of a light stroke are 214 typically discharged home following hospital admission. 215
All participants were informed about the aims of the study, signed a consent form, and 216 participated voluntarily. Following Dutch ethical review processes, the study was submitted 217 to the Medical Ethical Review Committee of the University Medical Center Groningen. It was 218 exempted from review, which means that the Committee did not identify any ethical 219 problems with the research. The in-depth interviews were digitally recorded, transcribed 220 verbatim, coded and analyzed using Atlas-ti, a software package for qualitative data analysis. 221
Coding and analysis were carried out by the first author and reflected on by the second and 222 last authors. In our analysis, we focused on how the social and material components of the 223 rural landscape created different therapeutic encounters pre-and post-stroke, identifying 224 patterns of bio-graphical flow and disruption. Our approach to the data analysis was both 225 deductive and inductive, enhancing the depth of our analysis (see Thornberg, 2012 
Differences between participants 240
Participant characteristics are summarized in Table 1 . In our analysis we explored patterns of 241 biographical flow and disruption in the stories of different subgroups of participants. Our analysis did 242 not reveal any significant variations in patterns of disruption and flow arising from differing 243 impairments following the stroke; marital; or employment status. Furthermore, while we had 244 anticipated that age might impact significantly on an individual's experience of disruption and flow 245 (e.g. with greater evidence of flow in later life), the data did not support this expectation. Interestingly, 246 this runs counter to what some of the existing biographical disruption literature tells us. Our data 247 suggest that it is perhaps too simplistic to assume that greater biographical disruption will be 248 experienced at younger age. This is consistent with Faircloth et al.'s (2005) findings, that narratives of 249 stroke onset can be characterized by both disruption and flow irrespective of age. For example, for 250 working age stroke survivors, biographical disruption may be experienced in relation to employment. 251
At the same time our data reveals that older stroke survivors can also experience significant 252 biographical disruption to their lives, for instance with regard to hobbies or other forms of social 253
engagement. 254
Furthermore, when looking at time since the onset of a stroke, we found that narratives of disruption 255 dominated the stories of participants who had experienced a stroke more than 24 months prior to the 256 interview. This suggests that disruption is likely to remain dominant within stroke survivors' 257 narratives over time. When considering differences in education, our findings indicated that 258 people with vocational training seemed to cope with the stroke effects relatively well; this may 259 be related to their ability to create practical solutions to everyday problems. Another difference 260 between subgroups was that both married and single men experienced rather more biographical 261 flow than women. For some male participants, this may be linked to their vocational training. We 262 acknowledge that the claims made in the section above are tentative, given the relatively small 263 number of participants. 264
Disruption and flow in interactions with things and people in rural space 265
Pre-stroke, most of our participants enjoyed engaging with the rural landscape but gave little 266 thought to either the enabling or the potentially disabling aspects of the environment. Faced with 267 a post-stroke body, however, many noted how elements of the physical environment that had 268 previously been negotiated with ease, were now experienced as disabling. Participants revealed 269 how, rather than engaging with, and enjoying the wider rural landscape (e.g. the natural scenery, 270 wildlife), they now found themselves focusing closely on immediate material objects that had 271 become obstacles to their negotiation of the natural environment. This resulted in experiences of 272 biographical disruption. Victor, for example, explained how he used to enjoy walking or cycling in 273 the rural landscape before his stroke, and had never considered the potential material difficulties 274 involved in moving through this landscape: 275
You are never going to be as secure as you were [ Sam's narrative reveals how he developed a technique to manage the challenges of bicycling post-292 stroke, and participating in traffic situations in particular. He took great pride and pleasure in the fact 293 that he could once again take his five-year-old son on bi-cycle tours through the rural landscape, which 294 strengthened their bond. This demonstrates how material objects and aspects of the environment are 295 connected to the social landscape. Furthermore, Sam's experiences show how he had developed a 296 technique that enabled him to manage his post-stroke body in a way that demonstrates a shift toward 297 biographical flow. 298
Physical elements of the seasons can also hinder stroke survivors' engagement with the natural 299 environment. These experiences can illuminate the psycho-emotional dimensions of disability which 300 pertain to internalized oppression and negative stereotypes of disability in society (Reeve, 2002) . 301 Laura, for example, expressed frustration that her hemiplegic body left her unable to walk out-doors 302 in the winter time, because bad weather made the landscape slippery to negotiate, resulting in a 303 decline of her physical condition. Even when it was not slippery outside, she had to concentrate on her 304 right leg when walking outdoors: 305 When there's no snow, I go out for a walk, to the shopping mall, or to visit my mother. to one that was heavily focused on negotiation and the negative emotions associated with 317 highly circumscribed bodily movement ("that stupid right side"). 318
While not specifically a rural issue, what became clear was that the post-stroke body can find 319 previously accessible landscapes disabling. Material objects such as slopes, walls, and tiles 320 become obstacles to any therapeutic encounter with the landscape. This was especially 321 challenging for our participants since they had not perceived these things to be disabling pre-322 stroke. This reflects the literature on disabling environments and 'ableist spaces', which 323 illustrates how environments are often designed without taking into account the needs and 324 experiences of people with disabilities (Chouinard, 2006 
people from a distance. Laura, for instance, noted that she would go out with the specific aim of waving 333 at some family members and friends. It gave her a good feeling to go out with a particular purpose 334 rather than "just walking around aimlessly" as she described it. 
Disruption and flow in interactions with rural gardens and nature 360
When looking at participants' relationships with the rural landscape, stories encompassing complexity 361 and change in therapeutic and disabling landscape experiences emerged. In the Netherlands, rural 362 gardens are generally significantly larger than those situated in urban areas, and are one of the reasons 363 why people choose to live in a rural area. Gardens thus form an important part of people's experiences 364 of rural dwelling and green space, and are important to consider in the context of the rural experience 365 of stroke. Many participants spoke of how, pre-stroke, they had enjoyed working in their gardens, but 366 that this had changed. Take Henry's case: 367 H: I do mow the lawn. We have a sizeable piece of grassland, with these precise little corners that you As a gardener, Henry experienced the garden in a different way pre-and post-stroke. On the one hand, 375 the things he can still do in his garden, such as mowing the lawn, give him a sense of achievement, so 376 contribute to his experience of the garden as a therapeutic place. On the other hand, his story is 377 illustrative of the frustration people can feel post-stroke, when they want to engage in an activity they 378 used to enjoy, but can no longer do so. This loss of place e in Henry's case his interaction with the 379 flower beds e can affect how participants feel about their garden. His story illustrates how the socio- In returning to the sea shore, Simon sought to re-incorporate his therapeutic engagement with the 399 landscape through the sensory rather than the physical experience: watching the width of the sea from 400 the dyke, smelling the seaweed and eating an ice cream in the restaurant on the seafront. Laura, in 401 contrast, sought to re-incorporate a physical and therapeutic engagement with the canals and lakes 402 close to her home, but struggled to achieve this: 403 P: [Pre-stroke] we were always outdoors when we were free. L: Canoeing. Laura's strong connection to canoeing was a key theme in her narrative. This was expressed both 411 through her dialogue and through her emotions. She indicated that while she wanted to enjoy the 412 therapeutic benefits of canoeing again, she had not come to terms with the alternative 'solution' to 413 participating in this activity. The notion of taking a less active role in the canoe and perhaps reading a 414 book or watching birds while still immersed in the quiet, natural environment was not palatable to 415 Laura. Her narrative reveals that in the absence of being able to undertake the repetitive movements 416 of paddling and engaging in the physicality of canoeing she felt out of control in the natural landscape. 417
A space and an activity undertaken in this space that were previously therapeutic were no longer 418 experienced as such. Whilst not the core focus of our paper, Simon and Laura's stories also highlight 419 the benefits of 'blue space' as therapeutic landscapes in that they may also provide physical and 420 emotional restoration (Korpela et al., 2010; Kistemann, 2011, 2013) . 421
Nina, who experienced a stroke as a complication with a hip surgery, revealed a more positive 422 narrative. She had struggled for years with a deteriorating ability to walk, especially since hiking used 423 to be a pre-arthritic hip and pre-stroke leisure activity that she and her family vastly enjoyed. Following 424 a hip replacement, Nina managed to regain her pre-stroke and pre-surgery physical condition, enabling 425 her to take up hiking again around the rural living environment proximate to where she lived. She 426 commented on how much this meant for her: 427 N: Walking is going really well, fantastic. I walk about ten kilometers per day, it's great. Nina's narrative is one of biographical flow, in which she was able to regain much of her former life 438 following a period of disruption resulting from her hip problems and stroke. After this period of 439 disruption, it might even be argued that she experienced a 'biographical peak'. By this we mean that 440 following a long period of physical disability, Nina's regaining an ability to walk significant distances 441 was experienced as particularly enabling. 442 22
Barriers in interacting with rural health care services 443
As well as being a material, social and natural environment, the rural landscape is also a setting in 444 which stroke survivors have to negotiate and access services, including health care services. Our 445 participants' experiences of accessing and using these services were often framed in terms of barriers 446 which can be interpreted through the notion of biographical disruption. This was, in part, related to 447 issues of transportation. In the case of stroke survivors, this is an important issue in the Netherlands 448 as stroke survivors are, by default, banned from driving for at least six months post-stroke. Given that 449 rural areas are generally not well-serviced by public transport, rural stroke survivors are often 450 dependent on being driven by significant others or reliant on professional taxi drivers to take them to 451 health care services that they are unable to reach by foot, bicycle or mobility scooter. Raymond, for 452 instance, explained how he had become dependent on his wife, since being banned from driving: 453 R: Well, I used to be much more mobile, I had my driving license. I do still have it, but I am not allowed 454 to drive for another three months. So that makes you dependent on others to drive you around. Stroke survivors' ability to drive pre-stroke was typically self-evident, meaning our participants were 458 unlikely to have considered this a potential issue when able-bodied. However, the loss of a driving 459 license in combination with the demise of some village-based services, underlined a challenging aspect 460 of the rural environment. 461
One particular issue that some participants highlighted related to the time it took to get to health care 462 services. James, for instance, had to travel three times a week for outpatient treatment: Whilst transport by taxi would be covered by health insurance, a single journey by taxi to a healthcare 468 service can take up to one hour, as in James' case. Rural dwelling stroke survivors may thus find 469 themselves spending a significant part of their week on travelling to (and engaging in) outpatient 470
treatment. 471
As well as health care, other services, such as shops and trans-port were vital for enabling our 472 participants to continue living in a rural area. Some participants realized that they would be unable to 473 regain a sense of biographical flow in a rural setting, and had therefore decided to move away. Peter to move to an area where he had easier access to shops and services. Peter's decision illustrates how 484 he reorganized his life so that his lived experience was not manifest in biographical disruption, but in 485 biographical flow. Again this narrative runs counter to that of other research on disability and rurality 486 that suggests that the attachment to the rural social and physical landscape, and the desire to preserve 487 a rural identity, outweigh restrictions in terms of access to services such as healthcare, shops and 488 public transport (Jones and Curtin, 2010) . Within these narratives of stroke and stroke survival, the spatial relationship between the pre-and 500 post-stroke body and the (rural) environment is crucial. We thus suggest that rather utilizing the terms 501 'biographical flow' and 'biographical disruption', we should instead engage the notions of 'bio-geo-502 graphical flow' and 'bio-geo-graphical disruption'. For us, the inclusion of the -geo-graphical 503 perspective, focuses particular attention on the extent to which relational experiences of space/place 504 are disrupted by changes in the life course arising from disability as well as and on how taken for 505 granted embodied states have to be renegotiated at any other place anew. A bio-geo-graphical 506 perspective thus has the potential to explain: 1) how the embodied experiences of places that were 507 experienced as therapeutic pre-stroke, are renegotiated and can become ambiguous post-stroke; 2) 508 how stroke survivors actively seek to (re)gain certain abilities that will enable them to access 'lost' and 509 'new' activities and places. This suggests that whilst some stroke survivors may initially experience bio-510 geo-graphical disruption, there is a determination to return to a position of bio-geo-graphical flow, or 511 to create a renewed sense of bio-geo-graphical flow. 512
The concepts of bio-geo-graphical disruption and flow are not restricted to either rural areas, or to 513 stroke survivors, since they engage with the interactions between people who become disabled and 514 25 places over time. At a more general level, the experiences of our disabled participants also illuminate 515 how they sometimes struggled to move and live in spaces that are essentially ˈableistˈ, rein-forcing 516 the critical work emerging from within disability geography (Chouinard, 2006) . Our findings thus 517 provide a compelling case for re-thinking the medical model which continues to dominate 518 rehabilitation research and practice and instead working to enhance a more embodied and robust 519 social model of disability. 520
In terms of therapeutic landscapes, we reflected on the limited engagement with the temporal nature 521 of the therapeutic landscape encounter to date. Drawing on the concepts of bio-geo-graphical flow 522 and bio-geo-graphical disruption, we suggest, provides a framework through which we can begin to 523 understand the importance of time and life-course in shaping landscape experiences. Taking a 524 temporal lens to the experiences of stroke survivors has enabled us to reveal how an individual's 525 construction of a therapeutic landscape can and does, change over time. In the case of rural stroke 526 survivors we have illustrated how the relational engagement with some rural environments can change 527 from being therapeutic and enabling landscapes to ones that are disabling and filled with tension, and 528 vice versa. We also suggest that questions about the palliative or longer-term healing effects of 529 therapeutic landscapes (Willis, 2009 ) are complex, and need to be understood in relation to 530 individualized experiences and contexts over time. However, the participants' stories also reinforced 531 the importance of understanding the relational nature of therapeutic landscapes (Conradson, 2005) , 532 as the individual's relational experience of the physical and social landscape jostle against each other 533 in ways that have the potential to cause a friction that did not occur pre-stroke. Nevertheless, our 534 participants' stories reveal that despite the loss stroke survivors experience on all those domains, they 535 may still experience and gain benefit from the beauty of the rural landscape (see Price et al., 2012) . 536
Like all research, our study has limitations. Firstly, it did not set out to explore biographical flow and/or 537 disruption and hence our interview themes were not specifically designed to elicit experiences of flow 538 or disruption. Rather, these concepts emerged through our data-analysis. Secondly, we did not 539 26 attempt to achieve theoretical sampling or data-saturation for subgroups of rural stroke survivors, for 540 example, by age, gender, education and ethnicity, as well as place of residence (urban-rural), place of 541 origin and health status pre-stroke. Hence, we cannot draw definitive conclusions about differences 542 between groups, though as we have indicated, some differences between groups of participants were 543 evident and this warrants further exploration. Thirdly, in this study we were unable to follow up with 544 participants whose stories were dominated by narratives of bio-geo-graphical disruption to see if, over 545 time, they may have returned to a narrative of bio-geo-graphical flow (or vice versa). This too is 546 deserving of further enquiry. Hence, in relation to the above limitations, we see considerable scope 547 for further research e not just among different subgroups of stroke survivors, but also amongst people 548 experiencing other types of chronic ill-health. Additional research has the potential to increase our 549 understanding of how bio-geo-graphical flow and bio-geo-graphical disruption may be experienced by 550 different groups of people, in different places with different ac-quired impairments. Finally, we 551 acknowledge that using in-depth interviews meant that those whose speech and/or language were 552 impaired, and who found it difficult to articulate their stories orally, were underrepresented in our 553 study. Whilst efforts were made to include those who had difficulties expressing their stories through 554 encouraging partners to help, we acknowledge that this strategy has limitations. For future studies, it 555 may be useful to think of adopting visual and/or interactive methods, such as observation, mental 556 mapping, photo elicitation, and walking interviews, to capture the perceptions and practices of people 557 experiencing different impairments. Whilst our methodology enabled us to give voice to our 558 participants, it might also be worth considering the ways in which co-production of this knowledge can 559 be enhanced in the future (see Chouinard, 2010) . 560
As we form an interdisciplinary team, comprising geographers, rehabilitation researchers and 561 practitioners, the findings from our study have informed rehabilitation practice. For instance, a 562 coaching program has been established for stroke survivors who have returned home. The purpose of 563 the program is to support the home-making process at places where stroke-survivors wish to (inter)act, 564 such as everyday rural landscapes. Further research is needed to improve the lives of stroke survivors 565 and will contribute to further exploring how re-embodiment for stroke survivors needs to be 566 considered a life long project. This is of particular importance given stroke survivors need to re-engage 567 with both familiar and non-familiar place in rural and urban landscapes. These places contain diverse 568 human and non-human actors that need to be tackled consciously every day anew. Both stroke 569 rehabilitation practice and research appear to have neglected this important aspect of stroke survivors' 570 engagement with the landscape (Cott et al., 2007) . Therefore, adding the prefix geo to the theoretical 571 repertoire of the biographical disruption literature may help both rehabilitation practitioners and 572 researchers to acknowledge the importance of place in stroke care. 573
